We thank Dr Lee for his interesting comments and important observations. He has raised a number of issues that are worthy of further consideration. Whilst non-HFE related iron overload is uncommon, some cases have been described in Asian patients.
our research team has methodology to sequence many genes involved in iron metabolism, and we would be happy to assist Dr Lee (and other clinicians) to define the exact nature of the genetic defect in his Asian patients who do not carry conventional mutations in the HFE gene.
However, as Dr Lee infers, the cause of the elevated serum ferritin concentration in the majority of his Asian patients is hepatic necroinflammation, often due to non-alcoholic fatty liver disease. The growing frequency of this problem probably reflects increased exposure of his patients to a Western diet rich in carbohydrates and saturated fats. Dr Lee infers that his patients benefit from venesection, and there is some evidence to support an improvement in insulin resistance associated with such therapy. There is also recent evidence of a strong association between altered iron metabolism and lipid metabolism. However, the benefit of venesection in patients with non-alcoholic fatty liver disease, elevated serum ferritin concentration and heterozygosity for HFE mutations in relation to lipid profiles, cardiovascular mortality and liver histology is controversial and awaits definitive study. evidence demonstrates that it is unpredictable due to overor under-sedation. 2 A controlled trial found that 10 mg intramuscular midazolam caused adverse events in 28% of patients compared to 6% with droperidol. 2 only the antipsychotics olanzapine and haloperidol were suggested for sedation in the article. Haloperidol is not very sedative and has a black box warning by the US Food and Drug Administration (FDA) for confirmed reports of QT prolongation and torsades des pointes. Parenteral olanzapine has never been shown to be effective in the emergency department setting. 3 Droperidol is safer and more effective for sedation of acute behavioural disturbance in the emergency department. 2 It has been used extensively and rarely causes over-sedation. There have been concerns about QT prolongation and torsades des pointes. Despite an FDA black box warning this has not been confirmed in a systematic review. 4 We now routinely use 10 mg intramuscular droperidol for initial sedation and repeat the dose after 15 minutes if required. In 412 patients sedated this way, 66% became sedated with one dose. Minor adverse events occurred in 5.5% of patients but no patient had QT prolongation. It is not uncommon after the implementation of government policy that unexpected gaps in delivery become apparent. 
Managing aggressive and violent patients

Anaphylaxis wallchart
Editor, -I write in response to the anaphylaxis wallchart 1 and would like to comment on the impracticality of advising
Epipen as an alternative to adrenaline ampoules and syringe. Any medical practitioner can prescribe an adrenaline autoinjector in consultation with one of the specialists listed above, initially by telephone. The patient should then be referred to an allergy specialist for assessment. Renewal prescriptions for adrenaline autoinjectors can be provided by any medical practitioner, and both adults and children at risk of anaphylaxis are eligible for up to two adrenaline autoinjectors per authority prescription.
